NIVERSITY , 
DF MICHIGAN 4" 


AN 25 1951 for the family physician 





VOL. 58 JANUARY, 1951 


Editorial 


Frederic R. Stearns, M.D. 


Original Articles 


Drug Hazards in Cardiovascular Diseases... . 
Nathan Flaxman, M.D. 


The Diagnostic Dilemma 
Richard D. Lowenberg, M.D. 


The Importance of Voice and 
Speech Pathology 
G. E. Arnold, M.D. 


Case Presentation 


Diagnostic Suggestions 


Therapeutic Suggestions 


Book Reviews — Medical News 





Medical Library 


(40.5 
CoY 


MS 


~ Antistine-Privine 


NASAL SOLUTION 


A synergistic combination 
of an Antihistaminic 
and Vasoconstrictor 


Antistine-Privine gives prompt, pro- 
longed relief from allergic nasal con- 
gestion. 

This new synergistic combination 
contains the effective antihistaminic, 
Antistine, to block the congestive 
action of histamine, and the potent 
vasoconstrictor, Privine, to shrink the 
nasal mucosa. 

It has been established that “the 
decongestive action of Antistine-Priv- 
ine on the allergic nasal mucosa in 
many instances appears to be more 


intense and prolonged than from 
either solution alone.” 

Privine is still available for use in 
those conditions where the antihista- 
minic component is considered un- 
necessary. 


Antistine-Privine, aqueous solution of Antistine ® 
(amtazoline) hydrochloride 0.5%, and Privine ® 
(naphazoline) hydrochloride, 0.025%, in bottles of 
1 fi. oz. with dropper and bottles of 1 pint. Dosage: 
2 to 3 drops in each nostril 3 or 4 times daily. 

Privine hydrochloride, 0.05% solution in 1 oz. 
dropper bottles and bottles of 1 pint for prescrip- 
tion; 0.1% solution reserved for office procedures, 
in 1 pint bottles only. 


1. Friedlaender & Friedlaender: Amer. Pract. 2:44%, 
June, 1948 


Y 
« 
( iba PHARMACEUTICAL PRODUCTS, INC., SUMMIT, N.J. 






















Micheal 


















FREDERIC R. STEARNS, M.D. 
Editor 





INTERNAL MEDICINE 
jslius Bauer, M.D., Los Angeles, California 
Nathan S. Davis, M.D., Chicago, Illinois 
{. Lowell Dunn, M.D., Omaha, Nebraska 
Edgar A. Haunz, M.D., Grand Forks, N. Dak. 
Madge T. Macklin, M.D., Columbus, Ohio 
José Zozaya, M.D., Mexico City, Mexico 


NEUROLOGY AND PSYCHIATRY 
Eric Bell, Jr., M.D., Nashville, Tennessee 
Lewis Danziger, M.D., Wauwatosa, Wisconsin 


SURGERY 
Felix A. Hughes, Jr., M.D., Memphis, Tenn. 
Borris A. Kornblith, M.D., New York, N. Y. 
Frederic E. Mohs, M.D., Madison, Wis. 
Garret Pipkin, M.D., Kansas City, Missouri 
S. R. Snodgrass, M.D., Galveston, Texas 
GYNECOLOGY AND OBSTETRICS 

lan Macdonald, M.D., Los Angeles, Calif. 
John R. McCain, M.D., Atlanta, Georgia 
Karl J. Karnaky, M.D., Houston, Texas 
R. A. Ross, M.D., Durham, North Carolina 


UROLOGY 
C. D. Creevy, M.D., Minneapolis, Minnesota 
» Harrison C. Harlin, M.D., Brooklyn, N. Y. 
Elmer Hess, M.D., Erie, Pennsylvania 





































































































RADIOLOGY 
loward E. Curl, M.D., Oak Ridge, Tennessee 
Arnold H. Janzen, M.D., New Haven, Conn. 
+ Harold Swanberg, M.D., Quincy, Illinois 




















AUDIOLOGY AND PHONOLOGY 
G. E. Arnold, M.D., New York, New York 


















‘-LINICAL MEDICINE, published 
monthly by the American Journal of 
linical Medicine, Inc. Title regis- 
ered in U.S, Patent Office. Entered 
s second class matter August 1, 1942, 
t the Post Office at Wilmette Illi- 
pois, under Act of March 3, 1879 






































“ANUSCRIPTS should be addressed 

The Editor, Clinical Medicine, 
(05 Eden Court, Topeka, Kansas. 
fanuscripts accepted only with the 
































CLINICAL MEDICINE 


ESTABLISHED 1894 
for the family physician 


Published Monthly by the 


AMERICAN JOURNAL OF CLINICAL MEDICINE, INC. 
1232-36 CENTRAL AVENUE 
WILMETTE, ILLINOIS 


BOARD OF CONSULTANT EDITORS 


explicit understanding that they are 
contributed exclusively for publication 
in Clinical Medicine. 


SUBSCRIPTION PRICES United 
States and possessions and Canada, 
1 year 5.00, 2 years 8.00, 3 years 
10.00. Other countries add .50 yearly 
additional charge. Remit by money 
order or draft on United States 
Bank, Single copy fifty cents. Sub- 


Administrative offices: 1232-36 Central Avenue, Wilmette, Illinois 
Editorial offices: 1405 Eden Court, Topeka, Kansas 


GEORGE LAKE 
Publisher 


ANESTHESIOLOGY 
Seymour Brown, M.D., St. Louis, Missouri 


OTO-RHINO-LARYNGOLOGY 
Maurice Saltzman, M.D., Philadelphia, Penn. 


OPHTHALMOLOGY 
Lynn D. Abernathy, M.D., Jackson, Miss. 
Benjamin Esterman, M.D., New York, N. Y. 


DERMATOLOGY AND SYPHILOLOGY 
Everett C. Fox, M.D., Dallas, Texas 
Eugene S. Bereston, M.D., Baltimore, Md. 


GENERAL PRACTICE 
John A. Conley, M.D., Wilmette, Illinois 


PHYSICAL MEDICINE, REHABILITATION 
F. A. Hellebrandt, M.D., Richmond, Virginia 


INDUSTRIAL MEDICINE 
Ludwig Teleky, M.D., New York, N. Y. 


MEDICAL GENETICS 
W. S. Anderson, Em. Prof., Lexington, Ky. 
Franz Kallmann, M.D., New York, N. Y. 


PHYSIOLOGY AND BIOPHYSICS 
Arthur C. Guyton, M.D., University, Miss. 


PHYSIOLOGICAL CHEMISTRY 
Leon C. Chesley, Ph.D., Jersey City, N. J. 


MEDICAL STATISTICS 
Benjamin Malzberg, Ph.D., Albany, N. Y. 


HISTORY OF MEDICINE 
S. R. Kagan, M.D., Roxbury, Massachusetts 





scription limited to members of the 
profession and students of medicine. 


ADDRESS CHANGES Notify us 
promptly of any change of address, 
mentioning both your old and new 
addresses. We cannot hold ourselves 
responsible if changes are not re- 
ceived as above. Complaints over 
three months old, usually cannot be 
honored, 









Frog Pregnancy Test 


. Speedy results; 1 to 4 hours. 

. Accuracy; 99.6%. 

. Reveals early pregnancy. 

. Reports wired free when requested. 

. Negative findings rechecked free of 
charge. 

. Need 2 oz. first voided morning 
urine. 

. It costs less—only $5.00 to the 
Doctor. 


Physicians’ Diagnostic Laboratory 
(Established in 1936) 


4390 Lindell Bivd., St. Louis 8, Mo. 
Containers on Request 








At Last — CONTROL OF COUGH — with a 


palatable, non-upsetting creosote preparation 
Famel Syrup is the only preparation containing Soluble Lactate of Creosote. Famel Syrup 
is usable in an effective therapeutic dose without causing any trouble even in the case of 
the most sensitive patients. 


Famel Syrup relieves or arrests coughing and helps avoid pulmonary complications. 


Physicians trial bottle on request 


CHEMDRUG CORP. 730 Fifth Ave. New York 19 





ALLERGIC MANIFESTATIONS 


TWO RECENT PUBLISHED REPORTS SHOW THAT 60%, OF 
ALLERGY PATIENTS TREATED BY THE AUTHORS WITH 


ETHYLENE DISULPHONATE 


HAVE BECOME WELL AND STAYED WELL WITH AN 
AVERAGE OF FROM THREE TO SIX 2cc. DOSES. 


“Allergy, Oe, ee See Asen. Write for Literature 


ainda tients Chapa SPICER-GERHART COMPANY 


for Allergic Manifestations’’ 35 S. Raymond Avenue 
Clin. Med. Vol. 56, No. 12, 1949 Pasadena, 1, Calif. 





when quick, decisive laxative action is desired, 


occyY-CRYSTINE 


the distinctive hypertonic polysulfate saline 
Write for trial supply: OCCY-CRYSTINE LABORATORY, Salisbury, Conn. 


JANUARY, 1951 CLINICAL MEDICIN 












1 f 
fledvc 


vu 


al 


EDITORIAL 


uv 











While pain is a most important 
protective mechanism of the human 
organism, it is also one of the most 
dreaded symptoms in all pathologi- 
cal reactions. Thus, the physician is 
concerned with pain from two as- 
pects; as a signalizing sign, fre- 
quently pointing to the site and char- 
acter of the pathology, and as a 
symptom which, in most cases re- 
quires, immediate attention and 
care. 


This first editorial on pain shall 
deal essentially with the physiology 
of pain. It is difficult to give a 
satisfactory definition of pain. The 
sensation of pain is a rather explicit 
one; and a majority of individuals 
describe the perception of pain in 
various abnormal reactions in a like 
manner (burns, abdominal pain in 
appendicitis, pain in angina pectoris, 
pain in pleurisy, in trigeminal neur- 
algia, etc.); in other abnormal 
states the descriptions vary such as 
in headache, stomach ache, and in 
most conditions which give rise to 
“referred pain.’?’ Furthermore the 
threshold of pain sensation varies 
not only from individual to individ- 
ual, but also in the identical indi- 
vidual from situation to situation. 
Santt and Fleischmann have 
stressed that the pain threshold dim- 
inishes after the first experience ow- 
ing to conditioning; the less intense 
stimuli which were not previously 
reacted to as painful become sig- 
nals (conditional stimuli) of the 
stimulus which is to follow and they 
are reacted to as if they were pain- 
ful. We also know that histamine 
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PAIN 
by FREDERIC R. STEARNS, M.D., Editor 


which plays a powerful role in the 
biochemistry of the organism low- 
ers the threshold of pain (Thomas 
and Butler). On the other hand, 
it is a long observed fact that emo- 
tional disturbances may increase 
the pain threshold. It is possible to 
be inattentive and to disregard pain 
in the violence of a fight or in 
emotional tension. The same imper- 
ception may occur in mentally de- 
fective persons, in religious exalta- 
tion, in hysterical states, in the 
trance of mediums, etc. (Critch- 
ley). Strauss, thus, was justified in 
stressing that pain is an emotional 
experience, depending on the indi- 
vidual’s interpretation of bodily sen- 
sations. Neither its psychic nor its 
somatic components may be consid- 
ered solely responsible. The impor- 
tance of the emotional aspects with 
respect to the somatic side is evi- 
denced by the reaction to pain in 
patients after prefrontal lobotomy; 
they experience pain in the same 
manner as ‘‘an undomesticated ani- 
mal.’’ Physiologically one may dif- 
ferentiate between pain of the peri- 
pheral and pain of the sympathetic 
type. As to the first kind, the knowl- 
edge concerning the manner in 
which pain impulses are formed is 
incomplete. Pain sensation appar- 
ently originates in the stimulation 
of free nerve terminations in the 
skin. After the fibers, carrying pain 
sensation, enter the posterior gray 
column in the spinal cord, a second- 
ary relay of axons crosses to the 
opposite site in order to ascend as 
the lateral spinothalamic tract. Aft- 
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er passing the mesial fillet the ax- 
ons reach the thalamus and proceed 
from there to the parietal cortex 
ending in the parietal convolution 
which lies posterior to the central 
Rolandic sulcus. (Wilson and Mus- 
sey). Production of peripheral pain 
seems to be associated with local 
chemical changes within the abnor- 
mal tissue foci. Apparently the tis- 
sue pH may alter toward acidity or 
alkalinity. Factors such as time of 
the day and food intake affect the 
acid-base balance and may influence 
the intensity of pain. In comparing 
urine pH with the degree of pain, 
felt by patients, two distinct 
(acid and alkaline) patterns were 
found. Administration of alkalinizing 
agents increased alkaline pain and 
relieved acid pain, and vice versa. 
The action appears to bear directly 
on the abnormal foci rather than on 
structures conducting the pain im- 
pulse since both patterns may 
coexist in the same individual. (Re- 
vici and others). Regards sympa- 
thetic pain, Leriche has differenti- 
ated it aptly from the peripheral, 
or as he terms it, cerebrospinal 
type. Sympathetic pain is more dif- 
fuse, of a spreading type, irregular 
in distribution, and essentially af- 
fected by, or affecting, the emotional 
state, while peripheral pain is loca- 
lized with precise anatomical lim- 
its (Hamblen and Cuyler). The stim- 
ulus of sympathetic pain is proba- 
bly conducted to that portion of the 
spinal cord from which the nerves 
that supply the organ in question 
originate. From there the stimulus 
may be distributed as unpleasant 
sensation or real pain to the soma- 
tic area served by the segment of 
the cord concerned or may be felt 
as a generalized discomfort. (Wilson 





and Mussey). The problem of sym- 
pathetic pain leads to that of re- 
ferred pain. Sinclair, Weddell and 
Feindel have explained the mechan- 
ism of referred pain in postulating 
that an important factor in its pro- 
duction is the existing of branching 
among the sensory pathways con- 
duction sensation of pain. This 
branching of axons from the site of 
the stimulus to other not involved 
sites leads to misinterpretation by 
the central nervous system of the 
true origin of the pain and, by liber- 
ation of metabolites at the nerve 
terminals in the region of the pain 
stimulus, secondary pain impulses 
are produced. An impressive exam- 
ple, of referred pain is, the so- 
called viscero-cutaneous pain arising 
from painful stimuli in the dia- 
phragm, heart, esophagus and stom- 
ach which are mediated over viscer- 
al afferent neurons. (C. L. Dana). 


All these peripheral and sympa- 
thetic pain stimuli are integrated in 
the central nervous system. Three 
levels of intergration have been rec- 
ognized; the lowest is the tectum of 
the mesencephalon; 
situated in the posterior ventral nu- 


cleus of the thalamus, and the high- 7 
est is located in the cerebral cor- 7 


tex. In the cortical endings of the 
pain pathways, the integration of the 
sensation of pain to the feeling of 


pain takes place. The perception at © 
the cortical level is, aside of the 7 


original pain stimulus, also deter- 


mined by other qualities of superfi- 7 


cial and deep sensibility and, fur- 


thermore, amplified or inhibited by | 


the activity of ether cortical cen- 
ters. (Krayenbuhl! and Stoll). 
In a following editorial the patho- 


physiology of pain shall be touched 
upon. 
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Drug Hazards in Cardiovascular Diseases 
by NATHAN FLAXMAN, M.D. 


Associate in Medicine, Chicago Medical School 
Assistant in Medicine, Mount Sinai Hospital, Chicago, Illinois 


The introduction of new and dif- 
fent forms of drugs has led to more 
difficulties in the treatment of car- 
diac disturbances. A great deal of 
trouble seems to arise because many 
potent drugs are being used rou- 
tinely. The theme song seems to be: 
it’s new, it’s harmless, so why not 
use it. However, not all reactions 
are based on this fallacious idea. 
Many occur with the use of the time- 
tested cardiac drugs. For these rea- 
sons a review of the more recent 
problems arising from the use of 
such drugs is presented. Most of the 
dangers arise from (1) digitoxin, 
(2) mercurial diuretics, (3) quini- 
dine, and (4) dicumarol. 


Digitalis and Digitoxin 

In the past ten years digitalis poi- 
soning has become common.! The in- 
creased frequency seems to coincide 
with the shift to the glucoside prepa- 
rations, especially to digitoxin, and 
the routine methods advised for the 
use of this drug. Further difficulty 
has arisen because the common 
symptoms of anorexia, nausea, and 
vomiting, known to be due to digi- 
talis overdosage, occurred infre- 
quently in patients treated with digi- 
toxin. Instead, signs of disorders of 
the cardiac mechanism, expecially 
the more serious conduction disturb- 
ances as auricular fibrillation, A-V 
block, sinus arrest, and aparoxysmal 
ventricular tachycardia, were the 
earliest and mos: frequent clinical 
and electrocardiographic manifesta- 
tions of digitoxin posoning. 


JANUARY, 1951 


When properly given digitalis 
yields good results. Its action is pri- 
marily on the myocardium, increas- 
ing the efficiency of the heart as a 
pump. Through this action, the re- 
fractory phase is prolonged and con- 
duction is slowed through the A-V 
bundle. As the douse of digitalis prep- 
aration, and this applies especially 
to digitoxin, is increased, the direct 
action on the A-V conduction be- 
comes important. As conduction is 
slowed, digitoxin increases the ir- 
ritability of the myocardium. This 
results in abnormal impulses from 
ectopic foci, and, if the irritability 
is increased an abnormal mecha- 
nism may replace normal conduc- 
tion. Such action of digitalis can fre- 
quently be avoided by individual 
therapy with the whole-leaf prepa- 
rations. Digitalis is indicated in con- 
gestive heart failure and auricular 
fibrillation. When the indication for 
digitalis exists, there are no contra- 
indications. 

During the past year more haz- 
ards appeared along these lines. 
Caution has been urged with the use 
of digitoxin, even with a dose of 
0.05 mg. daily.2 This drug caused 
ventricular tachycardia with peri- 
pheral vascular collapse following 
the use of a single oral dose of 0.6 
mg., an extremely serious compli- 
cation. Four cases of digitoxin in- 
toxication,? one with ventricular 
tachycardia, were reported. In- 
creasing congestive heart failure de- 
veloped as a manifestation of digi- 
talis toxicity.5 Nodal tachycardia 
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followed digitalis overdosage in two 
instances and was stopped by carotid 
sinus pressure.® Chronic effects of 
digitalis intoxication, manifested by 
diarrhea and auricular flutter, also 
were reported. 


Mercurial Diuretics 


The use of mercurial injections in 
the treatment of congestive heart 
failure has inestimable value. How- 
ever, routine daily administration 
has produced some serious reac- 
tions. The untoward effects have 
been emphasized.® Acute urinary re- 
tention,® the salt depletion syn- 
drome,!9.11 and acute dehydration!? 
occurred. The intramuscular mer- 
curial diuretic, Mercuhydrin, caused 
a fatality!? and a sensitivity reac- 
tion.14 Undesirable effects are (1) 
reactions due to diuresis with or 
without changes in the electrolyte 
balance; (2) reactions related to 
the mercury portion of the mole- 
cule; and (3) reactions related 
to the organic structure of the 
specific mercurial compound. It is 
important that the salt intake, so- 
dium chloride and not a salt sub- 
stitute, be maintained to prevent the 
sodium depletion syndrome. By digi- 
talizing the patient first, by allow- 
ing fluids and salt as desired without 
any restrictions, by giving the 
amount of mercurial as needed, and 
by keeping in mind that spontaneous 
redigitalization can occur, the haz- 
ards in the use of mecurial diuretics 
can be avoided.!5 


Quinidine 
The drug of choice for the therapy 
of ectopic rhythms of the heart is 
quinidine.1® It is strongly advised in 
(1) fresh auricular fibrillation or 


flutter with a normal roentgen shad- 
ow, normal heart sounds and nor- 





mal blood pressure, (2) ventricular 
tachycardia, and (3) post-thyroidec- 
tomy flutter or fibrillation. It is gen- 
erally accepted in (1) relatively old 
flutter and fibrillation, (2) ventricu- 
lar premature beats, (3) paroxysmal 
or nodal tachycardia which fail to 
respond to other measures, and (4) 
auricular fibrillation occurring dur- 
ing myocardial infarction. Although 
evidence in its favor is small, it is 
used as a prophylaxis in myocardial 
infarction to prevent arrythmias. 


Quinidine is strongly contraindi- 
cated in (1) complete heart block, 
(2) bundle branch block or intra- 
ventricular conduction defect, (3) 
subacute bacterial endocarditis, and 
(4) over-digitalization. It is gener- 
ally rejected in (1) congestive heart 
failure, (2) auricular fibrillation 
which has replaced angina pectoris, 
(3) hyperthyroidism with sinus 
tachycardia, (4) markedly enlarged 
heart, and (5) severe mitral steno- 
sis. Although the evidence of danger 
is small, it is often rejected because 
of (1) risk of embolism from the 
auricles, or (2) rise in the ventricu- 
lar rate in auricular flutter.16 


The hazards emphasized in the 1tit- 
erature in the past year were quini- 
dine allergy!7 and thrombocytopen- 
ic purpura.!§.19 


Dicumarol 


The routine use of dicumarol in / 


the treatment of congestive heart 
failure, as well as in acute myocar- 
dial infarction, has been advised.2° 
4 number of reports showing its 
hazards has accumulated. Hemo- 
pericardium without rupture of the 
heart caused death following dicu- 
marol therapy for myocardial in- 
farction.2! Five deaths were des- 
cribed as complications of this an- 
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ticoagulant therapy.** A fatal retro- 
peritoneal hemorrhage followed 
iumbar sympathetic block during 
treatment with dicumarol.?% The 
drug caused a fatality in severe hy- 
pertensive and arteriosclerotic car- 
diovascular disease despite con- 
trolled therapeutic levels.24 Death 
occurred due to dicumarol in long- 
term therapy to prevent recurrent 
coronary artery thrombosis.25 Two 
hemorrhagic episodes of major se- 
verity,26 major bleeding from a 
single dose of dicumarol,?7 and car- 
diac tamponade?28 also occurred. 


Khellin 


In the treatment of angina pec- 
toris with preparations of Khellin 
(amni visnaga), there were uncom- 
fortable side effects, namely, nau- 
sea, anorexia, and dizziness in about 
60 per cent of patients.29 These were 
real deterrents to the use of the 
drug in many instances. 


Summary 


Certain hazards exist in the use 
of drugs for the treatment of car- 
diovascular diseases. A review of 
the literature for the past year 
shows that these have arisen mainly 
from the use of (1) digitoxin, (2) 
mercurial diuretics, (3) quinidine, 
and (4) dicumarol. All are useful 
drugs in the treatment of cardiac 
disturbances. Digitalis intoxication 
has become common, most frequent- 
ly with the use of digitoxin. The ad- 
ministration of any digitalis prepar- 
ation required individual prescrib- 
ing. Symptoms of digitoxin poison- 
ing are infrequent, as it is mani- 
fested far more often by signs of 
conduction disturbances. 


Routine injections of mercurial di- 
uretics in the treatment of conges- 
tive heart failure is not advised. It 
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is a dangerous procedure in elderly 
cardiacs. Acute urinary retention, 
acute dehydration, salt depletion, 
and uremia may result. Salt should 
be given freely to cardiacs being 
treated with mercurial diuretics. 


The indications and contraindica- 
tions are given for quinidine, still 
the drug of choice in most ectopic 
rhythms. Quinidine allergy and 
thrombocytopenic purpuras have 
been reported. 


Dicumarol administration should 
not be a routine in the treatment 
of congestive heart failure or acute 
myocardial infarction. Whether or 
not the laboratory control of pro- 
thrombin time determination is per- 
fect, or a single dose only was given, 
or long-term therapy used, the dan- 
ger of hemorrhage is always pres- 
ent. Nine dicumarol fatalities have 
been reported in the past year. 


In the treatment of angina pec- 
toris khellin causes uncomfortable 
side effects, such as anorexia, nau- 
sea, and dizziness in a majority of 
such patients. 
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The Diagnostic Dilemma 


by RICHARD D. LOEWENBERG, M.D. 
Bakersfield, California 


Every experienced physician must 
have wondered why he feels so in- 
volved in his diagnostic troubles. As 
in all other life experiences, the dis- 
appointments are the most instruc- 
tive school in our never ending 
training. Concern for the patient and 
for our reputation do not exhaust the 
issue nor the poor judgment so often 
mentioned. 


The following informal and unsys- 
tematic observations are concerned 
with these everyday occurrences in 
medical practice. They have found 
little attention in spite of the vast 
literature on differential diagnosis: 
Those fortunate among our profes- 
sion who never missed a diagnosis 
nor were ever disturbed about their 
inevitable pitfalls might skip these 
notes. This is written for those 
among us, who have often wondered 
about the lessons of our errors; hesi- 
tating to touch such a delicate sub- 
ject just as we would hide our blood 
pressure, our age, or our dreams. 
This betrays a definite awareness 
that the doctor as a person is more 
deeply involved in his medical work 
than our training in natural science 
would lead us to expect. He recog- 
nizes the significance of this fact 
well enough when he avoids treat- 
ing his own family, but rarely goes 
beyond this, asking whether his own 
emotional factors might not likewise 
operate at times with his patients. 
Can he not trust the assembly line 
of complete workup with all labora- 
tory tests? Do not group clinics 
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seemingly reduce all loopholes, so 
that he might comfort himself in the 
illusion of strict objective methods? 
What, then, is involved? Can a con- 
scientious, critical practitioner do 
anything more? Certainly there is 
no disregard for the modern medi- 
cal diagnostic methods, which no- 
body could dare to ignore, however 
more may be required. The authors 
on psychosomatic medicine usually 
present us with a generous list of 
desirable personal qualifications for 
the physician without concentrating 
on the nature of his diagnostic er- 
rors. The individual’s conscious and 
unconscious factors are beyond the 
scope of this paper, in which we 
have to confine ourselves to demon- 
strating those general reactions 
common to all medical work. The 
psychiatric veiwpoint is here applied 
as a tool to the physician’s distress 
in order to look for some helpful in- 
sights. 


Characteristically enough, the co- 
operation of other doctors was not 
successful as they knew only of 
cases of their colleagues, in which 
I was not interested; therefore, I 
have to report from my own exten- 
sive experience in hospitals and 
private practice which, over the 
decades led me from general prac- 
tice work to the neuropsychiatric 
speciality. I don’t for a moment 
think that in principle the situation 
in surgery, obstetrics, pathology, or 
any other line is much different 
when it comes to the subjective fac- 
tors of our own, that are common 
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to all physicians. I also don’t doubt 
that many other elements, not 
touched upon here, are just as im- 
portant. I do not think the ratio of 
my errors, having been collected 
from several thousand cases, is 
larger than that of any other doctor 
under similar circumstances. I be- 
lieve, however, that I was not afraid 
to try to analyze some of the per- 
sonal factors. 


A short condensation of my own 
case histories (that might easily be 
increased by any experienced clini- 
cian) is given, concentrating en- 
tirely on the diagnostic difficulty of 
being sidetracked into errors. 


Case No. 1: In Shanghai, in the 
middle of August, 1937, two mem- 
bers of the U.S. Fourth Marines 
got sick with high fever, extreme 
headaches, and drowsiness lasting 
one day only. Quick unevetful re- 
covery. These cases are men- 
tioned only because they caused 
me to miss a diagnosis of a third 
patient, lying between these pa- 
tients in the same ward. Within 36 
hours a sailor aged thirty-six, was 
also seized by high fever, cervical 
rigidity hemiplegia of the left 
side, coma. The sudden onset, the 
apparent connection with the two 
above mentioned cases led me to 
diagnose a fulminating hemiplegic 
form of acute Encephalitis, often 
seen especially in the St. Louis 
outbreak. The post-mortem, per- 
formed 36 hours after the onset of 
the symptoms revealed a tumor 
of the right cerebral hemisphere, 
Gangliocytoma. 


This was one of the not so un- 
common acute tumor cases often 
described in literature, in which an 
asymptomatic incubation period 
suddenly develops into a fulminating 





fatal picture of few days’ duration. 


Case No. 2: (C. H., No. 140764, 
Kern General Hospital). The pa- 
tient is a twenty-seven year old, 
white female. HISTORY: The pa- 
tient had one convulsion as an in- 
fant. At the age of seven, she fell 
from a swing and broke her nose 
and was unconscious. In 1944 she 
had a goiter operation in Los 
Angeles. The patient has a horror 
of being with her husband, al- 
though she likes him. The day be- 
fore admission she learned that he 
was coming home. Her mother 
hinted that the daughter worked 
in a drug store and had access to 
medicaments. Besides, the patient 
has been on sulfa-drugs for a coid. 
On the morning of October 20, 
1945, the patient got up feeling 
well, finished breakfast, when she 
complained about a severe head- 
ache. She walked to her bed to lie 
down, vomited, went into a coma, 
stertorous breathing and convul- 
sions. 


than right, no light reaction, fun- 


dus normal. Respiration, stertor- | 
ous and loud over the chest. Blood | 


pressure, 160/70. Abdomen nor- 
mal, no neck rigidity, spastic hy- 
perextension of both arms and 
legs, wrists rotated to the outside, 
reflexes hyperactive. All pyrami- 


dal signs plus. Temperature 103.8. | 


Laboratory exams: Urine analysis 
negative. Blood NPN 28, blood 
sugar 162, red blood count 4,450,- 
000, W.B.C. 16,550, Hb. 86% 13.5 
gms. Color Index 0.9. Spinal Pres- 
sure 400 mm; spinal fluid 16 WBC 
per cu mm, with sulf. level 2.6 
mg%. Wasserman was anti-com- 
plimentary. Gold Curve negative. 
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PHYSICAL EXAMINA- | 
TION: Pupils dilated, left larger | 
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COURSE: Under increasing res- 
piratory failure, patient expired 
four hours after admission. 


Although there was a confusing 
history of self-medicated sulfa 
drugs during the previous week 
and an injection for a cold received 
on the previous day, the sudden 
onset seemed suggestive for sub- 
arachnoidal hemorrhage; the high 
temperature of 103.8 for enephali- 
tis. The post-mortem showed deep 
in the left temporal lobe, a mas- 
sive cavity filled with blood. The 
classification of the glioma which 
evidently caused the hemorrhage 
was, according to the pathologist’s 
microscopical examination: ‘‘As- 
trocytoma with extensive hemor- 
rhage into the left temporal lobe 
of the brain.””—(A. E. Rhoden). 


The literature on acute deaths, 
and especially on coma, is so ex- 
tensive and well known, that it is 
hardly necessary to mention it here. 
The concept of poison as a rather 
vague undefinable menace, domi- 
nates not only the public but also 
our thinking whenever we are faced 
with a sudden catastrophe for which 
we were not in any way prepared. 
The very many new toxic substances 
used in industry and agriculture 
have doubtless been responsible for 
many obscure fatal ‘‘heart’’ cases. 
In daily practice we should be con- 
stantly aware of the paradox that 
actual poisonings occur where we 
never suspect them, and that other 
causes are most of the time respons- 
ible when we are told about poison- 
ing. All of us have seen apparently 
acute alcoholic intoxications behind 
which (in spite of the odor) were 
cerebral accidents, cardiac failures, 
uremic coma, etc. It is worth men- 
tioning how long a time it took to 
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discover the effect of chronic brom- 
ism in a medicament more than half 
a century in universal use. 


The role of a good history, which 
can never be too detailed, can 
hardly be overstressed, and yet lead 
to error. Especially in insurance 
problems and psychoneurotic reac- 
tions, the question of connection is 
one of the most difficult ones, as 
the positive and negative case illus- 
trations might show: 


Case No. 3: (F. S.) In the late 
twenties, a chronic tabetic came 
to the hospital ward. He did not 
give the permission for the spinal 
tap which had therefore to be 
omitted in the diagnostic workup. 
Five weeks later, he developed on 
the ward, under our eyes so to 
say, a typical Charcot joint of the 
second lumbar vertebra. If he had 
given his permission for a spinal 
tap, how could anybody have de- 
nied the possibility of a traumatic 
connection with claims for com- 
pensation. 


Case No. 4: (F.A. No. 153028, 
Kern General Hospital). June 6, 
1946: An eighteen raye old semi- 
comatose Mexican was admitted 
in an epileptic seizure. Fainting 
spells and convulsions dated back 
to an injury two years previously 
when he was thrown from a horse 
and fractured the right leg. Sei- 
zures occurred about once a 
month, preceded by an aura. Phy- 
sical examination, including neuro- 
logical findings, was essentially 
negative. Admitting Diagnosis: 
Post traumatic epilepsy, chronic 
subdural hematoma, ‘“‘obviously’’ 
due to his fall from a horse. Neu- 
rosurgical consultation was _ re- 
quested. 
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June 14, 1946: Spinal Fluid: Pro- 
tein 55.4 mg %, otherwise entirely 
negative. 


June 15, 1946: Skull X-ray: (con- 
densed) ‘‘No fracture or dislo- 
cation. Sella normal. Multiple 
minute’ calcifications scattered 
throughout the brain, make a diag- 
nosis of tuberous sclerosis very 
well probable. One must also con- 
sider multiple calcified areas of 
chronic granuloma or even para- 
sites.”’ 


July 17, 1946: Permission for air 
studies not forthcoming. 


July 22, 1946: A medical con- 
sultant from Los Angeles _sus- 
pected convulsive state, but also 
tuberculosis or coccidiodal men- 
ingitis. 

August 5, 1946: Patient tempo- 
rarily came out of coma. Throm- 


bophlebitis of left leg developed. 


August 14, 1946: Patient died. 

Post-mortem showed: (Ab- 
stract) ‘‘Many small gray pearly 
nodules throughout the brain, also 
protruding into the ventricles. Sec- 
tions of these lesions showed a 
cyst-like structure with a fairly 
thick capsule containing caseous 
material, typical of tuberous 
sclerosis.’’—(A. E. Rhoden). 


When we pause a moment, we 
wonder how the causal connection 
with the trauma could have been 
disproved without the post? The 
role of dissimulation, the hiding of 
severe symptoms is perhaps as 
dangerous a pitfall as is the probably 
over-rated simulation. During my 
years as physician in China the stoic 
attitude of the old generation was 
most impressive and dangerous for 
the diagnosis because the calmness 
never betrayed pain and distress, 


while the younger generation, edu. 
cated in the blessings of our civiliza- 
tion was as complaintive as any 
Westerner. All of us might have 
seen the effect of placebos, such as 
an injection of water, and then three 
days later the patient developed a 
deep jaundice, arousing us from 
a comfortable optimism. Refusal of 
any history causes another problem. 


Case No. 5: As Railroad Physi- 

sian during the war in a small 
community in the High Sierras, one 
night a highly unpopular brake- 
man was brought in with a back 
injury. He refused to give any 
history whatsoever, during the en: 
tire stay in the hospital, and there 
had been no witnesses. No neuro: 
logical signs. The X-ray made with 
an old apparatus did not show any 
pathology, therefore, a functional 
condition was suspected. A month 
later, when he was rechecked in 
a metropolitan hospital with mod: 
ern equipment, a fracture of the 
lower lumbar vertebra was dis: 
covered. Why information about 
the details of the accident was 
refused, has never been cleared 
up. 
Case No. 6: Several years ago, 
I saw a sixty-five year old lady in 
San Francisco, who was found un: 
conscious on the floor, after hav 
ing complained about headaches, 
nausea, and restlessness the three 
previous days. She developed 
hyperpyrexia (to 105 ), right hemi: 
paresis. Laboratory tests were non 
contributory. After three days he 
condition cleared up and one of 
the leading neurosurgeons of the 
Bay Area wrote in his report: “ 
am in full agreement with you! 
She undoubtedly had a cerebral 
thrombosis.”’ 
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A month later, the patient re- 
entered the hospital in coma and 
the negative laboratory findings 
and absence of focal neurological 
symptoms gave the suggestions 
of a cerebral vascular lesion in 
‘he frontal-parietal region. When 
she was ready to be dismissed to 
a nursing home two weeks later, 
her temperature became hyperpy- 
retic and she expired with terminal 
pneumonic symptoms. The post- 
mortem revealed a diffuse chronic 
encephalitis with perivasculary in- 
filtration. This case illustrates the 
danger of being guided by the age 
of a patient too exclusively. 


My conclusions are naturally not 
based on the above experiences 
alone, but also from decades of hos- 
pital work, on the observations of 
the errors of the many young col- 
leagues with whom I had the privi- 
lege of living closely together. Then 
and there the question will come up, 
whether there are safeguards for 
our shortcomings, whether there is 
a way to face and to overcome 
some of them in time. Only a diag- 
nosis of our missed diagnoses might 
guide us towards therapy and pre- 
vention of our distress. Impersonal 
“atmospheric”’ conditions must be 
differentiated from personal factors. 
First of all, it must not be forgotten 
that we are working in a highly 
charged, peculiar climate. Our pa- 
tients often feel responsible for or- 
ganic conditions entirely beyond their 
control, but not responsible for their 
life attitudes which they resist chang- 
ing. Just the same, it is important 
that the physician learn to differen- 
tiate between those causes which 
are beyond his personal powers and 
those within his field of responsibil- 
ity. The vogue of diagnostic and ther- 


apeutic fads cannot fail to influence 
him. This is particularly noticeable 
in our language habits: Words use 
medical men as anybody else. A 
great number of other pitfalls have 
been left out, as for instance the 
influence of epidemic seasons (po- 
lio!) and age, especially the involu- 
tion period which at once influences 
our thinking and does not explain 
anything. Nearly every disorder and 
disease can happen at any life pe- 
riod. Adolescent mental disturb- 
ances are sometimes hastily stig- 
matized by young psychiatrists as 
schizophrenia; old age disorders as 
arteriosclerosis and senile dementia. 
The so-called monosymptomatic neu- 
roses are only existent when a few 
minutes of examination are devoted 
te the patient who, only then might 
impress as a stutterer, an alcoholic, 
or an impotence. The permanent out- 
side pressure under which the doctor 
works induces him at times against 
his intention to hasty decisions and 
pronouncements to a public that is 
oversold by unwise press, radio, and 
magazine propaganda and raises 
the physician to a priest and magi- 
cian or a devil who manufactures 
diseases. None of these causes how- 
ever, or the many not mentioned 
involved factors are strong enough 
to reassure the conscience and di- 
lemma of the physician. Such self 
understood measures as continous 
study, encouragement of consulta- 
tions, untiring rechecks of details 
in histories, and re-evaluation of his 
patients’ problems need no elabora- 
tion here. 

It is believed he may be helped, 
in addition, by the cultivation of two 
apparently opposite forces in him: 
Resistance and Enthusiasm, to main- 
tain his emotional balance on which 
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are incessantly made superhuman 
demands. It is not a matter of the 
popular ‘“‘peace of mind’’ but 
balanced forces. Whether a doctor 
knows about it or not, he cannot 
exist without some kind of personal 
outlook on life. When a doctor told 
Chesterton’s Father Brown: “I am 
a practical man, and I don’t bother 
about religion and philosophy’’, he 
answered: ‘“‘You never will be one 
until you do.’’ 


The doctor has to resist, at times, 
the temptations of his own intuitive 
snap diagnosis. Even though the first 
impression may be of great impor- 
tance and significance, he cannot 
rely upon it, and might need half a 
year’s patient study for scientific 
verification. He has to resist both 
extremes in his daily life: The over- 
concern of anxiety and anticipation; 
and the over-confidence of wishful 
thinking. The dangers of dissimula- 
tion are perhaps greater than those 
of simulation and the resistances 
against the pressure of a frightened 
panicky public require constant 
watching. The temptation of singular 
dominant symptoms of impressive 
laboratory findings, the neglect of 
the picture as a whole, his own pre- 
occupation with another dramatic 
case easily surrender him to hasty 
decisions. ‘‘Never cease to doubt the 
correctness of your diagnosis’’, was 
a never forgotten warning of one of 
my clinical teachers. But this atti- 
tude of scepticism must be balanced 
by the original impulse which in- 
duced most of us to devote our lives 
to medicine: the desire to help the 
suffering and the overpowering urge 
to learn about the nature of health 
and disease. The physician’s position 
in these days is wider and more 
exposed than ever and so are his 


real responsibilities he must be pre. 
pared to shoulder. It is regrettable 


that the present political fights of 


our profession do not recognize that 
the real dangers are the shifting of 
personal responsibilities to the huge 
anonymous mass organizations of 
bureaucracy. Every new patient is 
a new problem which can never be 
done justice by comfortable stand: 
ard practices and rigid formulations 
or uniform management, which may 
have proven their value in acute 
physiological emergencies, but are 
entirely inadequate in subacute and 
chronic problems, especially of a 


psychosomatic nature. It takes all 
our endurance and enthusiasm to 
recognize the uniqueness of each new 


challenge. 

In conclusion, we may sum up the 
lessons we are learning from ow 
diagnostic dilemma: The physician 
cannot avoid reflecting on his own 


psychology which his patients aré 


sure to study. The distressing expe 
rience of a missed diagnosis, hardly 
considered in the vast literature, is 
singled out in this inquiry. Poor judg: 
ment certainly does not explain the 
failures of serious physicians, there 
fore, the psychiatric viewpoint is 
applied, confining itself to experi 
ences common to all physicians. The 
reported cases illustrated some dan 
ger points: Over-evaluation of spec 
tacular symptoms, dramatic data 0 
the history and the style and vogue 
of diagnostic and therapeutic fads 
of an impatient public for hasty de 
cisions and the overselling populari 
zations of medical science. A clea! 
differentiation of personal and im 
personal factors in our work is in 
dispensable. The craving for short 
cuts, snap diagnoses, and conven 
tional standardized fool-proof meth 
ods blind the insight into the unique 


CLINICAL MEDICINE 


o 
*@ = & = me Mm rw lu 





ORIGINAL ARTICLES 


ness of each problem as new and 
individual. In a period where medi- 
cal, legal, theological, and philoso- 
phical distress of the human sufferer 
merges into the request for help, 
the physician’s challenge and posi- 
tion have widened immeasurably. To 
withstand the constant superhuman 


demands on his own emotional bal- 
ance, he has constantly to reaffirm 
the two opposite forces within him- 
self—resistance against outside pres- 
sures, and his enthusiastic impulse 
to help the sufferer and to learn the 
truth that ‘‘comes more readily from 
error than from confusion.”’ 


The Importance of Voice and 
Speech Pathology 


by G. E. ARNOLD, M.D., Director of Research Department 
National Hospital for Speech Disorders, N.Y .C. 


The development of oral com- 
munication enabled the evolution and 
propagation of human genius and 
culture. Keeping the socio-economic 
importance of voice and speech in 
mind, one can comprehend the detri- 
mental influence of voice and speech 
disorders on all phases of human 
interrelationship. The study of voice 
and speech pathology is therefore 
“interesting from many viewpoints. 

Every function of oral expression 
is guided by central regulation. In- 
tellectual performance represents 
the highest level. Memory patterns 
of sensory reception and motor ex- 
pression are stored in the speech 
regions. The basal ganglia are con- 
cerned with emotional orientation 
and crude motor coordination of 
voice and speech, while the supra- 
nuclear neurons from cortex to bul- 
bar nuclei provide association and 
conduction of afferent and efferent 
impulses. The cerebellum  deter- 
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mines fine regulation of phonatory 
and articulatory movements. Bul- 
bar affections demonstrate the in- 
fluence of cranial nerve lesions on 
the motility of the speech organs. 


Peripheral execution of speech de- 
pends on the interaction of pulmon- 
ary respiration, laryngeal phonation, 
pharyngeal sound modulation and 
oral articulation. Each phase has 
been studied by physiological meth- 
ods. All vocal qualities like pitch, 
intensity or timbre represent physi- 
cal phenomena. Among the theories 
of voice production, the “‘air puff’’ 
theory of passive vocal cord vibra- 
tion in the expiratory air stream is 
the most probable. Phayrngeal sound 
modulation influences the esthetic 
qualities of the voice. Articulation 
produces vowels by selective oral 
resonance, and consonants by the 
addition of noises to the laryngeal 
voice at the articulatory narrowings 
of the various articulation zones. 
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There are no true voice and speech 
organs, as voice and speech are 
secondary functions of organs for 
vital purposes: laryngeal occlusion 
during deglutition and expectoration, 
pharyngeal constriction and velar 
elevation during swallowing, as well 
as lingual, mandibular and _ labial 
movements for mastication. Palatal 
action determines the presence or 
absence of nasal resonance. Any in- 
terference with velar motility (cleft 
palate, congenital insufficiency, par- 
alysis, injury etc.) produces nasal 
speech of rhinlalia aperta. The 
tongue’s importance for speech is 
overrated. A rare ‘“‘tongue-tie’’ (an- 
kyloglossia) causes slight visible de- 
viations of articulation without much 
audible distortion. Only the trilling 
“R” of foreign languages is impos- 
sible. 


Pathological phonation may be 
studied by observing symptomatic 
dysphonias due to inflammations or 
tumors. Traumatic dysphonias due 
to laryngeal injury follow the same 
acoustical principles. Edema or in- 
filtration of the vocal cords lowers 
vocal pitch. Their bowing favors fal- 
setto voice. Loss of one vocal cord 
results in visibly irregular vibrations 
which explain the audible hoarse- 
ness. Voice therapy can relieve ¢ven 
complete aphonia by developing vi- 
carious mechanism of phonation. In- 
juries to the external sternothyroid 
muscle may produce a post-opera- 
tive dysphonia of the singing voice 
by disturbing the antagonistic equili- 
brium between this muscle and the 
cricothyroid. Esophageal speech 
serves to replace the laryngeal func- 
tion following laryngectomy. Paraly- 
tic dysphonias are caused by paraly- 
sis of the superior or inferior laryn- 
geal nerve. Exact examination re- 


veals their different symptoms. Fur- 
ther differences are correlated with 
sudden onset or slow development 
of the lesions. Asymmetrical devel- 
opment of the larynx causes dys- 
plastic dysphonias. Especially the 
congenital sulcus chordae vocalis, 
a horizontal furrow on the medial 
vocal cord edge, is important for the 
differentiation of chronic voice dis- 
orders. 


The change of voice can be dis- 
turbed by several developmental 
dysphonias. In past times, the voice 
of the eunuch was purposely pro- 
duced by castration before puberty. 
Eunuchoid voice represents a severe 
form of male hypogenitalism, while 
three forms of incomplete voice 
change are connected with slighter 
constitutional deviations. Precocious 
sexual development as a result of 
gonadic, adrenal and pineal disturb- 
ances or lesions below the third ven- 
tricle is accompanied by premature 
mutation. Perverse mutation of girls 
as seen in arrhenoblastoma of the 
ovary. Some perfectly healthy young 
men are unable to adjust to the 
low male voice and speak with ha- 
bitual falsetto voice. This easily cor- 
rectable disorder should not be con- 
fused with psychogenic falsetto voice’ 
due to a hysterical reaction, with the 
paralytic falsetto voice in laryngeal 
paralysis, or with the cerebral fal- 
setto voice following cerebral con- 
cussion or encephalitis. Endocrine 
dysphonias of the adult comprise 
vasomotor monochorditis, menstural 
dysodia and laryngopathia gravidar- 
um due to ovarian disfunction, and 
vocal disorders of thyroid, pitui- 
tary or adrenal origin. 


Many voice disorders result from 
faulty speaking habits. Depending on 
the preponderance of excessive or 
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insufficient phonatory movements, 
‘hese habitual dysphonias appear in 
hyperkinetic and hypokinetic types. 
\n extreme form is the habitual 
‘alse cord voice. Vocal misuse fre- 
juently leads to vocal cord nodes. 
Professional abuse of the voice 
causes phonasthenia, a progressive 
yocal fatigue complicated by sec- 
ondary emotional reactions. A purely 
emotional origin is typical for the 
hyperkinetic and hypokinetic forms 
of psychogenic dysphonia, as seen 
in exhausted or emotionally malad- 
justed soldiers and hysterical wom- 
en. Spastic dysphonia (psychopho- 
nasthesnia) represents a severe psy- 
chogenic disturbance characterized 
by interrupted and forceful phona- 
tion. 

Infantile speech is frequently dis- 
turbed by developmental disorders. 
Delayed speech development results 
from birth injuries, prolonged dis- 
ease or hereditary tendencies. Re- 
tardation of neuro-muscular matura- 
tion represents one cause of hearing 
mutism, while congenital auditory 
imperception seems to be connected 
with central lesions of acoustic per- 
ception. Similar handicaps are de- 
tected by the general and psycholo- 
gical examination of children who 
have difficulties with articulation 
(functional dyslalia). After these are 
overcome, agrammatism or reading 
disability may continue to interfere 
with progress in school. The charac- 
teristic otogenic dyslalias associated 
with deaf-mutism, hard of hearing 
speech and the speech of the deafen- 
ed adult demonstrate the inter- 
relationship between hearing and 
speech. 

When the peripheral organs of arti- 
culation are impaired by malforma- 
tions, injuries or paralysis, sympto- 
matic dyslalias disturb normal pro- 
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nunciation. According to the affected 
structures, labial, dental, lingual, 
palatal and nasal dyslalias produce 
typical deviations. Because of its 
practal importance, palatal dyslalia 
requires careful analysis. Velar 
motility may be disturbed by organic 
lesions or habitual inabilities which 
cause the corresponding organic and 
functional form of rhinolalia aperta. 
The opposite of this excessively nasal 
speech, namely lack of normal nasal 
resonance, may again be due to or- 
ganic obstruction of the nose, or to 
a faulty speaking habit with exces- 
sive contraction of the velum. Thus, 
rhinolalia clausa also appears in an 
organic and _ functional variety. 
Open and closed nasality can co- 
exist in four forms of mixed rhino- 
lalia. 


Incomplete speech development on 
the basis of mental retardation mani- 
fests itself in mental dyslogias. Typi- 
cal abnormalities, as seen in creti- 
nism, myxedema, mongoloidism or 
pituitary disease, complicate such 
speech disorders by additional endo- 
crine dyslalias. While the motor (ex- 
pressive), sensory (receptive) and 
amnestic (anomia) forms of dyspha- 
sia are generally known, the symp- 
tom of aphasic stuttering merits at- 
tention, because it shows that repeti- 
tions and hesitations may have an 
organic basis. Dysarthrias are ex- 
plained by the size and localization 
of cerebral damage, and not by the 
causative disease itself. An ana- 
tomical description distinguishes 
pyramidal, extrapyramidal, fronto- 
pontine, cerebellar and bulbar dysar- 
thrias. 

Stuttering speech represents one 
symptom of dysphemia, a complex 
personality disorder with  vari- 
ous neuro-vegetative and emotional 
manifestations. When the symptom 
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of stuttering develops after cerebral 
concussions, it may be due to the 
corresponding endocranial lesions so 
that a syndrome of post-commotional 
dysarthria can be distinguished from 
genuine dysphemia. Another type of 
constitutional dysphrasia is called 
cluttering of which many patients 
are not aware, until they are urged 
to seek help. Psychogenic dysphren- 
ias due to emotional shock or mal- 
adjustment exist in several forms: 
mutism with simultaneous loss of 


CASE PRESENTATIONS 


A 45 year old married woman 
came for a check-up to the Clinic 
first in May, 1945. As to the family 
history, her mother had died of cere- 
bral hemorrhage in her early forties 
and two brothers who were twins 
had died immediately after birth. 
The applicant has no other brothers 
or sisters. She, herself, is childless; 
however, she had a still-born boy at 
the age of 29. Her only complaints 
are frequent headaches. She was 5 
feet and 6 inches tall and weighed 
135 pounds. The physical as well as 
the laboratory examination did not 
reveal abnormal findings. 


Two years later this patient was 
admitted to the hospital. The history 
taken now was not in agreement with 
the history given on occasion of the 
first check-up. She stated this time 
that for several years before that 
first examination she felt insecure 
when walking; at times she stagger- 


voice (aphonia), whispering (apsi- 
thyria) and articulation (anarthria) ; 
surdomutism occurs when functional 
deafness is superadded; hystericai 
phasia resembles motor dyphasia, 
but can be differentiated after care- 
ful observation; hysterical dysarth- 
rias produce optically striking pat- 
terns of abnormal articulation; hys- 
terical stuttering differs from the 
traumatic, aphasic and developmen- 
tal forms of dysphemia with regard 
to onset, symptoms and prognosis. 


ed, particularly at night or when 
walking upwards or downwards; she 
noticed weakness in the extremities 
and she had difficulties in moving 
her fingers at will, particularly when 
writing; she also had observed that 
she had to void frequently and that 
occasionally she was even incontin- 
ent. Furthermore, she had been con- 
stipated for many years. She also 
admitted that her family physician 
had made a diagnosis of pernicious 
anemia and that she had received 
both liver injections and folic acid 
by mouth. The examination revealed 
a loss of weight of about 6 pounds 
in comparison with the first exami- 
nation. The blood pressure was 
120/70. The internal organs were 
negative. The blood count showed 
mild microcytic anemia (hemoglobin 
64 per cent; R.B.C. 4,320,000; W.B.C. 
6,800). The urine specimen showed 
a trace of albumin and 6 to 8 leuko- 


16 CLINICAL MEDICINE 


CA 


cyte: 
reve: 
of fr 
total 
to 75 
45 n 
mint 
a pl 
fluid 
test 1 
152 | 
Kahr 
blooc 
was 
gold 
1,110 


Th 
hibit 
phy. 
coulc 
knee 
illes 
ated 
of tl 
Ther 
arms 
show 
legs 
ticed 
decre 
the S 


The 
the « 





CASE PRESENTATIONS 


cytes per hpf. The gastric analysis 
revealed 39° of total acid and 20° 
of free acid; after histamin test, the 
total acid rose to 69° after 15 minutes, 
to 75° after 30 minutes, to 86° after 
45 minutes, and was 80° after 60 
minutes. The spinal puncture showed 
a pressure of 125 cm water. The 
fluid was clear. The Queckenstedt 
tes! resulted in a raise of pressure to 
152 bilaterally, dropping to 96. The 
Kahn text was negative, in both 
blood and CSF. The total protein 
was 11 mg. percent. The colloidal 
gold test of Lange gave a result of 
1,110,000,000. 


The neurological examination ex- 
hibited a beginning left optic atro- 
phy. Of the deep reflexes, the biceps 
could not be elicited bilaterally; the 
knee tendon reflexes and the Ach- 
illes tendon reflexes were exagger- 
ated on both sides. The Babinski was 
of the extensor type, bilaterally. 
™ there was a distinct ataxia in both 
arms and hands, and the gait 
showed lack of coordination. In both 
legs some spasticity could be no- 
ticed. The vibration sensibility was 
decreased in both lower extremities; 
the sense of motion and position was 
lest in two of the left toes. 


The staff was of the opinion that 
the diagnosis made by the family 
physician was not correct. The blood 
count as well as the gastric juice 
analysis militated against pernicious 
anemia. Therefore, the neurological 
diagnosis of postero-lateral (com- 
bined) sclerosis could be abandoned. 
Most of the staff members had the 
impression that the closest diagnosis 
was multiple sclerosis. It was stres- 
ed that the neurological finding in 
the course of multiple sclerosis are 


ANUARY, 1951 


changing and that the lack of the 
classical triad did not preclude the 
diagnosis. In this particular case 
there was no nystagmus and no 
intention tremor. The findings of the 
cerebro-spinal fluid also were not 
quite characteristic, and other 
symptoms, frequently present, such 
as diplopia and sensibility disturb- 
ances in the distal parts of the ex- 
tremities were also not predominant 
in this case. One doctor stressed the 
fact that the abdominal reflexes 
were not absent in this case which 
would render the diagnosis of multi- 
ple sclerosis somewhat doubtful in 
his opinion. Another staff members 
pointed out that the history of this 
patient did not show the usual course 
of remissions and exacerbations, so 
typical for the majority of these 
cases; this patient’s condition had 
apparently remained unchanged 
during the last decade. Another opin- 
ion was voiced that the age of onset 
was somewhat late in this case as 
generally the first symptoms of mul- 
tiple sclerosis can be noticed before 
age 30. 


While there was an agreement that 
the diagnosis was not substantiated 
without any doubt, the tentative dia- 
gnosis of multiple sclerosis was re- 
tained by the majority. (literature: 
G. A. Schumacher, J.A.M.A. 12:1059, 
July 22 and 13:1146, July 29, 1950— 
L. Hess, J. Nerv. and Ment. Dis. 
1:30, January, 1950—T.J.C. von 
Storch and others, New York State 
Journal of Medicine 49:2145, 1945— 
P Phygesen, Arch Neurology and 
Psychiatry 4:339, April 1949—E. Bell, 
Jr., Journal of Insurance Medicine 
1:20, December—January—Februa- 
ry 1948—1949). 
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Basal Metabolism Rate 
(increased ) 

Conditions producing hyperme- 
tabolism: I. Endocrinopathy. a. 
Hyperthyroidism; b. Basophilic ade- 
noma of the pituitary; c. adrenal 
cortex tumors; d. adrenal medullary 
tumors such as pheochromocytoma; 
e. diabetes insipidus; f. acromegaly. 
II. Blood Dyscrasia. a. leukemia-hy- 
permetabolism usually occurs in the 
chronic type paralleling the number 
of white blood cells. Rates as high 
as 70% may be noted; b. polycy- 
themia; c. anemia. III. Myocardial 
insufficiency—the metabolism may 
be elevated 50%. IV. anxiety state. V. 
Hypertension—increased metabolism 
may be as much as 30%. VI. Drugs. 


a. Thyrotoxicosis factitia; b. thyrox- 
ine; c. caffeine -7% gr. of caffeine 
sodium benzoate may rise metabo- 
lism 25% in 2 hours. 


VII. Fever. 
VIII. Pregnancy. IX. Hemochro- 
matosis. X. Technical Errors due to 
loss of oxygen. XI. Punctured Ear 
Drums (Wm. A. Stafne; L. E Wold 
and A C. Kohlmeyer. The Journal 
Lancet 10:378. October 1950) 


Low Back Pain 


The author quotes Caulk who stat- 
ed that 80% of backaches in the male 
have their origin in the prostate and 
seminal vesicles, a fact frequently 
overlooked To distinguish between 
back pain of prostatic and non-pros- 
tatic origin four tests are recom- 
mended: 1)the prostatic massage 
test (relief after massage points to 
prostatic involvement); 2)the sound 
test (No. 20 or 22 French metal 
sound passed through urethra. If 
pain decreases after withdrawal of 
sound, prostate was responsible for 
back pain); 3)combined massage 
and sound test (interpretation as 


above) 4)novocain infiltration of 
prostate (panendoscope passed into 
urethra, and prostate is infiltrated 
with 1% novocain solution through 
a McCarthy needle. This test is the 
most reliable but causes more dis- 
comfort than the others). In the fe. 
male low back pain may be caused 
by urethritis. Sound test and novo- 
cain infiltration of the bladder neck 
are differential diagnostic means, 
(E.F.Hock. J.Ins. Med. 4:42, Sept., 
Oct., Nov., 1950). 


Essential Lymphocytophtisis 

A new clinical entity has been re 
ported the importance of which has 
yet to be evaluated. The authors 
stress that certain infectious diseas- 
es in adults and children lead, after 
absolute or relative lymphocytosis 
with strain of the lymphatic system 
beyond its capacity, to a more a 
less sudden decrease of the absol- 
ute number of lymphocytis, a sign 
which carries a serious prognosis. 
While this lymphopenia is generally 
due to an acute failure of the lym: 
phatic system, lymphocytophtisis 
will develop more insidiously. It has 
been observed in tuberculosis of the 
lymph glands and spleen, in Hodg: 
kin’s disease, myelogenous leuke 
mia and carcinomatosis of _ the 
lymph glands. One case of the lat: 
ter category in a girl, age 15, with 
carcinoma of the epipharym 
showed a terminal lymphocyte coun! 
of 49 per cu. mm. Two other case 
of infants are presented, one with) 
stubborn thrush 
otitis media and bronchitis and ap 
initial lymphocyte count of only i 
per cent which, before death fell t 
2.5 per cent; the other one, also with 
thrush and preceding whooping 
cough (in which absolute lymphocy 
tosis and strain on the lymphati 
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sysiem is common) in whom pro- 
gre:sive lymphocytophtisis devel- 
oped. This child also died. The fam- 
ilies of both children exhibited a 
patlologic gene of weakness of the 
hemotopoistic organs. (E. Glanz- 
mann and P. Riniker. Annales pae- 
diatrici, 175:1, July-August 1950). 
Diaznostic Suggestions 


Diabetes and Emotional Stress 

A rise in ketone bodies in the ven- 
ous blood of both diabetics and non- 
diabetics takes place when stimuli 
out of the life experience of the pa- 
ties’ and consciously or _ subcon- 
sciously felt as threats to his se- 
curity become operative; the degree 
of ketone elevation is much higher 
in diabetics than in non-diabetics. 
These changes may lead to clinical 
acidosis, without alteration of insul- 
in administration, intercurrent ill- 
ness or change in physical activity. 
After disappearance of the stress 
situation and with the return of the 


M@feeling of security, the elevation of 


he blood ketone levels subsided 
ithout any medical intervention. 
(L.E.Hinkle, Jr.; G.B.Conger and 


‘St. Wolf J. Clin. Invest. 29:745, June 


Diabetic Vulvitis 

Pruritus vulvae is a common oc- 
urrence in diabetic women. It may 
persist with or without varying de- 


wmerees of dermatitis secondary to 


scratching. Frequently a mycotic 
ulvitis or vulvovaginitis is superim- 
posed and gives the characteristic 
picture of diabetic vulvitis: an in- 
amed, dark red or beefy appear- 
ance which first involves the vesti- 
bule and labia minora. and then 
spreads to adjacent parts. The high 
percentage of sugar in the secretions 
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bathing the vulva is said to favor the 
growth of various fungi. As a result, 
irritations, excoriations and furun- 
cles are common. (J. A. Gaines. 
Ciba Clinical Symposia. 6:179, July- 
August, 1950). 


Acetylsalicylic Acid Poisoning 

The symptoms vary from mild 
nausea, vertigo and tinnitus to col- 
lapse, unconsciousness, coma and 
death. Hospital records reveal the 
following symptoms: dizziness, tin- 
nitus, deafness, vomiting, fever, 
prostration, rapid pulse, perspiration 
and in severe cases subnormal tem- 
perature, restlessness and coma. 
Aside of toxic reactions there also 
exists idiosyncrasy to the drug caus- 
ing skin eruptions, edema, asthma, 
perspiration, palpitation, salivation, 
headache, vasomotor disturbances, 
syncope, collapse. A possible rela- 
tionship between intensive salycilate 
medication and bleeding (prothrom- 
binopenia) has been often mentioned 
in the literature. Of 88 thoroughly 
studied cases, slight intoxication 
was observed in 18; moderate in 22; 
severe in 17; fatal in 31 (most of 
which were suicides). (L. A. Green- 
berg. New Engl. J. Med. 243:124, 
July 17, 1950) 


Lymphocytosis 

Absolute lymphocytosis, in con- 
trast to relative lymphocytosis often 
accompanying leukopenia, is found 
in the blood of infants and is also 
characteristic for certain infectious 
diseases, usually non-pyogenic, such 
as acute infectious lymphocytosis, 
infectious mononucleosis, and early 
stages of pertussis; it is also found 
in the secondary stages of mumps, 
German measles, undulant fever, tu- 
berculosis and syphilis; further- 
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more, in convalescence from acute 
pyogenic infections. Relative and ab- 
solute lymphocytosis accompany 
hyperthyroidism, especially when 
lymph node enlargement is present. 


(Wm. B. Castle. Disorders of th 
Blood. In: Wm. A. Sodeman, 4d, 
Pathologic Physiology Mechanism: 
of Disease. Chapter 14; p.355. W. B. 
Saunders Co., Philadelphia, 1950) 


Blood Pressure 


As to blood pressure and clinical diagnosis, the following relations have been 


observed: 


Bloodpressure 
Small pulse pressure with 
low systolic pressure 


High pulse pressure, with 
high systolic and conspicuously 
low diastolic pressure 


Increased systolic and de- 
creased diastolic pressure 


Increased systolic pressure 
and more increased diastolic 
pressure 


Diagnosis 
mitral stenosis, collapse, 
orthostatic collapse, 
acute heart failure. 


aortic regurgitation, 
Graves disease, A-V 
anastomosis 


aortic sclerosis, hyperten- 
sion of old age, some (be- 
nign) forms of essential 
hypertension (peripheral 
arteries not yet narrowed) 


essential and renal hyper- 
tension. 


(H. J. Sarre. Neue Med. Welt. 27/28:977, 1950) 


SIDE GLANCES at the HISTORY OF MEDICINE 


CURARE 

Curare was first described by Peter Martyr in 1516. The first 
known medical paper on curare was prepared by B. C. Brodie. 
‘‘Experiments and Observations on the Different Modes in 
Which Death is Produced by Certain Vegetable Poisons.’’ Philos. 
Transact. 1811 p. 194 and 1812, p. 205. However, the scientist 
who discovered the pharmaceutical possibilities of mild curare 
poisoning was Claude Bernard. First he published a paper: 
“‘Analyse physiologique des propriétés des systemes musculaire 
et nerveux au moyen du curare.’’ Compt. rend. Acad. d. sc. 
43:825, 1916, and then he treated the subject in his book: ‘‘Sub- 
stances Toxiques,”’ 1857, p. 344. 
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THERAPEUTIC SUGGESTIONS 


titis Externa and Otitis Media 
“The method used is to clean the 
ear thoroughly, using hydrogen per- 
oxide to help loosen adherent par- 
icles. A snug cotton wick is inserted, 
and this is then saturated with 2% 
acetic acid and 10% Burrow’s solu- 
ion.’’ Chronic external otitis usually 
leared up in a few hours; for an 
acuie inflammation it takes two to 
ree days to improve. In a selected 
eries of otitis media patients the 
author applied the following method: 
horough cleaning of the ear with 
otton applications, then hydrogen 
peroxide is instilled to further sep- 
arate purulent debris from the mid- 
dle ear cavity. The ear is then dried, 
and 5% acetic acid solution is in- 
stilled. Using a rubber ear syringe, 
alternate suction was applied in the 
manner of Proetz to permit the so- 
lution to enter any air spaces. With 
his technic the author has treated 
88 ears and was successful in 32. 
I. L. Ochs. J. Ins. Med. 4-44, Sept., 
Apr 29, 1950) 


Migraine 

The diagnosis must be secured and 
n individuals past 40 years of age 
aneurysm of the internal carotid ar- 
ery must be ruled out. When a pa- 
ient is seen during an attack of 
eadache, a test may be performed 
n administering 0.25 mg. of ergot- 
amine tartrate (gynergen) subcu- 
aneously with repetition after half 
pn hour. When the headache has 
been relieved ergotamine tartrate 
ablets (2 mg) to be taken every 
15 minutes for a total of 5 doses, 
pre precribed to be used in future 
attacks. In sudden painful seizures 
parenteral .administration is more 
Pifective (Von Storch reported 90% 
avorable results). Ergonovine is 
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less effective than gynergen, in some 
cases it may prove to be more suc- 
cessful when given orally. The max- 
imum intravenous dose is 0.25 mg. 
and should bé limited to twice in 
24 hours—not more than 6 every 
month. The maximum oral dose 
should not exceed 11 mg. in 24 hours 
—not more often than every second 
day and not more than 33 mg. a 
week. Peripheral vascular disease 
and coronary disease are contrain- 
dications. (J. J. Shea. The J. of the 
Omaha Mid-West Clin. Soc. 3:71, 
Aug. 1950) 


Virus Hepatitis 

Preventive measures: boiling in 
water (10-15 minutes) or autoclaving 
(5 minutes) of all needles and syr- 
inges prior to use; employment of 
both sterile needle and syringe for 
venipunctures; use of sterilized nee- 
dles for blood counts; avoidance of 
multiple-dose-per-syringe inocula- 
tions. The treatment of the acute 
illness rests on bed rest and diet. 
The rationale of bed rest has re- 
ceived scientific support by S. E 
Bradley (Tr. Josiah Macy Jr. Foun- 
dation Conference on Liver Injury, 
7:53, Jan. 1948; New Engl. J. Med. 
240:456 March 24, 1949) who demon- 
strated that the hepatic blood flow 
diminishes when the patient assumes 
the erect posture or exercises. The 
use of high caloric diets with mod- 
erate fat restriction has been more 
empiric. Prohibition of alcoholic bev- 
erages is founded on the fact that 
they promote deposition of fat in 
the liver. The use of vitamins and 
lipotropic substances is not indisput- 
ably established. (S. Leibowitz. J. 
Ins. Med 4:10, Sept.-Nov. 1950) 
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Tuberculosis of Traches 
Paraamino salicylic acid (PAS) 
is effective against both streptomy- 
cin-senstive and streptomycin-resis- 
tant tubercle bacilli. Authors report 
on a case which illustrates the ef- 
ficacy of PAS against tuberculosis 
of the trachea due to streptomycin- 
resistant tubercle bacilli. It is note- 
worthy that most of PAS was ad- 
ministered intravenously to avoid the 
gastroinestinal irritation, frequently 
complicating oral administration. 
(D. T. Carr; W. D. Schmidt: W. 
Herbert and A G Karlson. Min- 
nesota Med 33:363, April 1950)—The 
effect of PAS may be enhanced by 
premedication of p-benzoic acid 
(commercial name: Benemid); 0.5 
gm of Benemid every 6 hours for 
24 hours followed by 4 gm. of PAS. 
Administration of this combination 
for three weeks daily not accompan- 
ied by toxicity. (W. P. Boger and 
F. W. Pitts. Science 112:149, 1950) 


Khellin (Visammin ) 


A coronary vasodilatator obtained 
from Ammi visnaga, a plant of the 
Umbelliferae family. Of 250 cases 
of angina pectoris, 56% responded 
well, 34% moderately, 10% did not 
respond. In 50 cases of myocardial 
infarction no conclusions were reach- 
ed. In treatment of asthma, results 
were good although dosage had to 
be higher than in angina pectoris. 
(L. D. Diaz. Bol. del Inst. de Pato- 
logia med. 5:63. April 1950)—H. A. 
Dewar and T. A. Grimson, in the 
Brit. Heart J. 12:54, 1950, report 
favorable results in preventing an- 
gina in 12 cases.—R. H. Roseman 
et al. (J.A.M.A. 2:160, May 13, 1950) 
came to similar conclusions. 
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Eye Infections 

Sodium propionate has been used 
by the author in about 1,200 cases§ 
of conjunctivitis, blepharitis and ker. 
atitis of various forms and degrees, 
A recent evaluation of 238 cases in} 
which cultures, smears and epithel-/ 
ial scrapings were done showed ad 
improvement in only 5 instances of) 
130 cases of acute bacterial con 
junctivitis, in only 1 case of 18 cases 
of chronic conjunctivitis, in 2 of 5 
cases of chronic blepharoconjunc. 
tivitis, in 1 of 10 cases of othe 
chronic lid infections and in 2 of? 
cases with corneal ulcer. A 5% so 
lution of sodium propionate has been 
applied; side effects or sensitivity 
to the drug are rare. (F. H. Theo 
dore. J.A.M.A. 3:336, May 20, 1950) 



























Medication Before Anesthesia 
in Children i 


To avoid mucus secretion during 
tonsillectomy and adenoidectomy 
scopolamine has been used in pret: 
erence to atropine. The identical dos: 
age of scopolamine and atropine was 
administered of each drug, and that, 
0.0002 gm. from age two to five 
0.0003 gm from age six to ten ané 
0.0004 gm from age eleven to four 
teen. The injection was made hal 
an hour to one hour before anes: 
thesia with Vinethene ether wai 
started. Mucus was absent in 732 
percent of the scopoloamine treateé 
cases and in 49.3 percent of the atro 
pine treated cases. It also appears 
that the sedative effect of scopol 
amine is helpful in inducing anes 
thesia. (J. S. West and E. M. Pap 
per. Anesthesiology, 11:279, 1950) 

















BOOK REVIEWS 


Explorer of the Human Brain 


The !.ife of Santiago Ramon Y Cajal. By Dorothy F. Cannon. Henry Schuman, New York, 1950. 
363 pages. Cloth. Price, $4.00. 


The life history of Ramon y Cajal is stimulating not only because he was an 
outstanding investigator of the histology of the central nervous system but, 
Mmuch more, because histology was his way to approach the complex mys- 
terics of life. The dynamic polarization of the neuron, the one-directional 
progress of the nervous impulse, the individualistic and, simultaneously, 
associative behavior of the neuron (all concepts which he derived, and 
proved by new staining methods, from interpretations of microscopical 
pictires) afforded him the physiological means of drawing closer to the 
enigmas of existence which he obviously intended to tackle in his last years 
of life, according to the titles of some lost manuscripts, such as ‘‘Notes on 

istological Psychology”’ and ‘‘Mystery of the Tomb and Hallucinations and 


From a characterological angle, the eminence of Ramon y Cajal’s per- 
sonality must be comprehended by the wise and controlled restriction of 
@his work to a small sector of biology which he, finally, could build up and 
enlarge to become a vantage point from which to view the totality of 
somato-psychic phenomena. This judicious restraint earmarks the genius, 
as mastery, according to the German poet Schiller, unfolds itself in critical 
self-limitation. 

Miss Cannon’s presentation of both life and work of Ramon y Cajal is 
mpressive and adequate. At times, particularly in the first part of the book, 
his reviewer had the feeling that too much weight was given to non-essen- 
tial matters and details which would rather dim than clarify the biography 
of this distinguished scientist’s development; this reviewer, likewise, could 
ot quite agree with the wording of the headings of the chapters which do 
ot seem to harmonize with the stern objectives of Cajal’s struggle, aspira- 
ions, and achievements. 

Yet, in the whole, this book gives a vivid, lucid, and clearly drawn 
description of the human and scientific uniqueness of the greatest medical 
scholar that Spain had ever brought forth. F.R.S. 


Texthook of Endrocrinology 


Edited by Robert H. Williams. W. B. neat Sompeee. Philadelphia-London, 1950. 793 pages. 


is new textbook has been prepared by twelve authors. The first chapter, 
ritten by the editor, sets forth in a very instructive manner the general 
principles of endocrinology and throws clearly into relief the progress in 
is branch of medicine as achieved in the past decades. The following 
hapters deal with the endocrine glands (pituitary, thyroid, adrenals, testes, 
bvaries, pancreas-diabetes mellitus, parathyroids). This reviewer was 
mpressed by the excellent presentation of the difficult problem: neuro- 
pndocrine and psychodynamic as pects of the endocrinopathies, by Harry B. 
riedgood. The chapter on obesity by L. H. Newburgh will be of special 
terest for insurance physicians. The illustrations, particularly those con- 
erned with diagnostic features, are well selected and contribute to the 
ucidness of the description. F.R.S. 
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BOOK REVIEWS 


Victory Over Pain 


A History of Anesthesia, by Victor Robinson M.D., Henry Schuman, New York, 1950. Cloth 
338 pages. 48 illustrations. $3.50. 


Dr. Robinson, Professor of History of Medicine at Temple University and 
founder of the first monthly journal of medical history in English language, 
‘Medical Life’, has, indeed, the experience and scientific background t 
write a book on the history of anesthesia and analgesia. The presentation 
starts with prehistoric times and leads through the milleniums to the most 
recent developments in the fight against pain. It is interesting to learn, that 
already Dioscorides in the first century A.D. knew about opium as ‘“‘a pain 
easer and a sleep-causer, and that refrigeration anesthesia (by the use of 
snow) was introduced already in the middle of the 17th century by Marc 
Aurelio Severino of Naples. With the 7th chapter of his book, the author 
turns from the description of events to the historical biography of cham. 
pions of anesthesia: Humphrey Davy (nitrous oxide), Henry Hill Hickman 
(Carbon Dioxide), Franz Anton Mesmer (hypnotism), Crawford Williamson 
Long (ether), Charles Thomas Jackson (ether), William Thomas Green 
Morton (ether in dentistry), Samuel Guthrie in U.S., Soubeiran in France, 
and Liebig in Germany (chloroform), Benjamin Ward Richardson (ether 
spray, the beginning of local anesthesia), Carl Koller (cocaine, local anes- 
thesia in eye surgery), William Stewart Halstedt (cocaine, conduction anes. 
thesia), James Leonard Corning (spinal anesthesia), Heinrich Braun (novo- 
cain), Carl Gauss (twilight sleep), A. Hingson and W. B. Edwards (contin 
uous caudal analgesia), Karel Maydl, Victor Eisenmenger and Franz Kihn 
(endotracheal anesthesia), Pirogoff (1847), Daniel Molliére (1884), J. H 
Cunningham and F. H. Lahey (1903) (rectal anesthesia), Robert Boyle (1656), 
Sigmund Elsholtz (1665), Pierre-Cyprien Oré (1872), Wise and Sharpff (1932) 
(intravenous anesthesia). Cyclopropane was discovered by Lucas ané 
Henderson in 1929. Ethylene was introduced by Luckhardt and Carter ip 
1923. Curare was noticed first by Antonio Pigafetta in the 16th century 
Curarine, the alkaloid of curare, was discovered by Boussingault and Roulen 
in 1828; finally H. R. Griffith and G. E. Johnson introduced curare int 
anesthesia in 1942. This short resume may give a superficial impression of 
the scope of this work. It is a moving document of man’s incessant struggle 
against pain which, paradoxically enough is given by nature ‘“‘to Life for its 
protection.’’ And yet, as Robinson has begun his ‘‘The Story of Medicine’ 
(1931): ‘‘The first cry of pain through the primitive jungle was the first call 
for a physician.”’ F.R.S. 
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NEW PRODUCTS 


Acthar. Trade name of the ACTH product; all allergenic and posterior 


pituitary elements are eliminated. Therefore, side-reactions are 
avoided. 


Vial sizes are 10, 15, 25, 40, and 50 mg. 
Armour and Company, Chicago, Illinois 

Parbrom. Brand of pyrabrom. 

. Indications: premenstrual tension, motion sickness and nausea of 
pregnancy. 

Bottles of 100 and 500 tablets, (50 mg.). 
Central Pharmacal Company, Seymour, Indiana. 

Tromexan. Composition not given in release. 
Indication: Oral anticoagulant therapy. 

Geigy Company, Inc. New York, N.Y. 

Suraryl Sodium Sweetening Solution. Cyclamate Sodium. 

Indication: Sweetening of foods for diabetics or in any sugar-restricted 
diet. 

For adults: not more than 112 teaspoonfuls as daily intake. 

Abbott Laboratories, North Chicago, Illinois. 

Desitin Hemorrhoidal Suppositories, with Cod Liver Oil. Besides Cod Liver 
oil the suppositories contain lanolin, zinc oxide, bismuth subgallate, 
balsam Peru and cocoa butter base. 

Desitin Chemical Company, Providence 2, R.I. 

Syntrate. Theophylline Sodium Glycinate (Synophylate) with Mannitol 
Hexanitrate and Phenobarbital. 

Indications: Essential hypertension, symptomatic relief of angina 
pectoris and conditions caused by vasospasm. 

Tablets. 

The Central Pharmacal Company, Seymour, Indiana 

Trimetone Maleate Solution. 0.5% aqueous solution of Prophenpyridamine 
Maleate (1-phenyl-1-(2-pyridyl)-3-dimethyl-aminopropane maleate). 
Sodium ethylthiomercurisalicylate 1:10,000 is added as a preservative 
Indication: relief of ocular symptoms of allergic or irritative origin. 

2 drops in each eye t.i.d. or less. 
Schering Corporation, Bloomfield and Union, N.J. 

Thenfadil HCL Tablets. N, N-dimethyl-N’-(3-thenyl)-N’-(2-pyridyl) ethylen- 
diamine hydrochloride. 

Indication: relief of systemic allergies. 
Tablets: effective adult dose from 15-30 mg. 
Winthrop-Stearns, Inc. New York 

House Dust Extract. Isotonic dextrose solution of refined and concentrated 

house dust extract. 

Indication: allergy 

Serial dilution set consisting of 5-cc vials. 
Abbott Laboratories, North Chicago, III. 


p-Nitrophenyl Phosphate. Disodium Salt. Phosphatase substrate. For de- 
termination of phosphate in small amounts in serum, in conditions 
such as rickets, hyperparathoiroidism and liver disease. 
Sigma Chemical Co. St. Louis, Mo. 
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MODERN TREATMENT 
Relieves 
EYE IRRITATION 


OPTREX is a refreshing, decongestive 
ocular lotion which quickly relieves 
ocular irritations, such as eye strain, 
resulting from close work, reading, 
movies, television, dust and wind, 
bright artificial lighting, fatigue. 


OPTREX IS UNSURPASSED IN DAILY 
OCULAR HYGIENE and is prescribed 
and used by specialists throughout the 
world following treatment of the eyes. 


The scientifically designed eye cup 
which comes with every bottle permits 
a soothing, —— treatment of the 
entire surface of the eye and eyelids. 


Your patients’ eyes are important, see 
that they get the best of care. Prove 
for yourself how OPTREX will relieve 
we. strain. Send for generous trial 
ottle. 


The Chemdrug Corp. 
730 Fifth Avenue, New York 19, N.Y. 


SEX MANUAL 


For Those Married or About To Be 


Written for the Layman 


Fifth Edition, Revised. A medical best 
seller. Eleven printings, 300,000 copies. 


By G. Lombard Kelly, A.B., B.S.Med., 
M.D., President and Professor of Ana- 
tomy, Medical College of Georgia. 


With a foreword by 


Robert B. Greenblatt, B.A., M.D., Pro- 
fessor of Endocrinology in the Medical 
College of Georgia. 


Ethically distributed. Sold only to 
physicians, medical students, nurses, 
medical bookstores or on physicians, 
prescription. This policy strictly ad- 
hered to. 

Some of the 25 chapters cover sexual 
lubricants, use of condom, first inter- 
course, frequency, positions, clitoris con- 
tact, orgasm delay by local anesthesia, 
impotence, climacteric, birth control, 
etc. 

Paper cover, 88 pp. (35,000 words), 
12 cuts, Single copy, 76c; 2 to 9 copies, 
66c ea.; 10 to 24 copies, 6lc ea.; 25 to 
49 copies, 5l1c ea.; 50 to 99 copies, 46c 
ea.; 100 or more, 4lc ea. POSTPAID. 
Terms:—REMITTANCE WITH ORDER; 
NO COD’s. Satisfaction guaranteed. 
Retail price, $1.00 to patients in medical 
bookstores, or when sold on prescrip- 
tion. Descriptive folder on request. 


SOUTHERN MEDICAL SUPPLY CO. 
P.O. Box 1168K Augusta, Ga. 


NOW AVAILABLE 
CACODYNE 


An lsotonic Colloidal 
lodine Cacodylate 


Indicated: In all ARTERIAL DIS- 
EASES — Coronary, Cerebral, 
Mesenteric — Hypertension, 
Angiitis Obliterans. 


Frequency of administration is re- 
duced with improvement and 
gradually withdrawn when symptom 
free. 


For intramuscular or intravenous 
injection. 


No known contraindications. 


CACODYNE CREATES 
CARDIAC RESERVE 


For Reprints and Information 
Address 


RESEARCH 
MEDICATIONS 


INC. 


542 Fifth Avenue 
New York 19, N. Y. 
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